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Abstract
OBJECTIVE: The purpose of this research study was to perform a summative
evaluation of the Healthy Seniors program at Dominican University of California, a
wellness program for older adults facilitated by occupational therapy students and
faculty.
METHOD: A non-experimental mixed-methods descriptive research design composed
of quantitative and qualitative methods was used to analyze data from the 2011 Healthy
Seniors sessions.
RESULTS: The majority of participants in the Dominican University of California
Healthy Seniors program were women between the ages of 75 and 85. Overall,
participants in the Healthy Seniors program improved in functional status and
were satisfied with their experience.
CONCLUSION: Results support the usefulness of community-based wellness
programs in sustaining healthy aging, and suggest that the Healthy Seniors program is a
much needed and valued service for older adults within the community.
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Introduction
By 2030, 30% of America’s population will be over the age of 60 (Administration on Aging,
2010), and in 40 years the number of people in America over 60 is expected to exceed two
billion (Center for Disease Control, 2009). Marin County has one of the most rapidly aging
populations in the state of California, with a 38% increase in residents over the age of 60 since
1990 (Bagtas, 2011). All of these older adults will experience physiological changes in health
and wellness as they age, including decreased balance, slowed protective reflexes, a loss of bone
density, changes in vision and hearing, and less efficient cardiopulmonary functioning (Center
for Disease Control, 2011). A number of older adults in this population will have chronic health
conditions such as arthritis, diabetes, hypertension, and high cholesterol levels, sensory
impairment, congestive heart failure, and dementia, as well as a need to manage those conditions.
More than 37 million Americans over the age of 60 (60 percent) will manage more than one
chronic condition by 2030 (Healthy People 2020, 2011).
Preventive community services are valuable for maintaining wellness in older adults. These
adults over 60 with chronic health conditions who may not qualify for home health or other
services need support to maintain community living (Bagtas, 2011). The ability to complete
basic activities of daily living may decrease if illness, chronic disease or injuries limit physical or
mental abilities of older adults. Community-based programs reduce falls, decrease
institutionalization, and increase social engagement in older adults (Knickman & Snell, 2002).
National government mandates such as Healthy People 2020, the National Prevention Strategy
Report (2011), and the Affordable Care Act (Healthcare.gov, 2010) all require more communitybased health programs focusing on wellness, promotion, and prevention (Healthy People 2020,
2011).
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The Occupational Therapy Department at Dominican University of California facilitates a
“Healthy Seniors” community-based program for older adults as part of its academic program.
Currently, it has two sites: one on the Dominican University campus and one at an off-site senior
living facility. The program runs for eight weeks annually during the Fall and Spring semesters.
Healthy Seniors is a free service designed to serve older adults who may have chronic health
conditions but may not meet health or income criteria to qualify for government–subsidized,
hospital-based or in-home support. The sessions are held once weekly for two hours per session,
and are conducted by second year occupational therapy students under faculty supervision.
Participants complete an intake form; and an initial assessment is made about their current
functioning. Student therapists use this information to determine which additional standardized
assessments are needed to create an individualized intervention plan for their client. Although the
Healthy Seniors program has been implemented for the last several years, there has not been a
comprehensive program evaluation completed.
Therefore, the purpose of our study was to conduct a program evaluation of the Healthy
Seniors program at Dominican University of California. The researchers analyzed data from
2011 regarding participant demographics, assessments and interventions used, changes in
participants’ functional status, relationships between program variables and functional status, and
participant satisfaction with the program. Results of this program evaluation may help define
participant charactersitics, services and benefits participants are currently experiencing in
Healthy Seniors, and participant variables that impact functional status. Results may also suggest
improvements to the Healthy Seniors program at Dominican University of California. Findings
of this study may also help to secure grants for continuation of this much-needed program in the
community.
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Literature Review
By 2030, people over 60 will comprise more than 30% of the population in America, with
one in every four homes having residents age 65 and older (Administration on Aging, 2010).
Americans age 60 years and older will exceed two billion by 2050 (Center for Disease Control,
2009). The first of the “baby boomer” generation who turned 65 in 2011, and the increase in life
expectancy to 78.5 years are large contributors to the rapidly aging population. This growing
number of older adults in America presents many challenges for our country and affects
policymakers, health care providers, families, and businesses (Administration on Aging, 2010).
Society will be challenged to meet the growing demands of older adults as their health and
wellness needs begin to increase. Community-based wellness programs where health care
professionals and university students have an opportunity to promote wellness for these older
adults have been promoted as part of government policy documents such as Healthy People
2020.
This literature review addresses several factors that contribute to healthy aging and quality
of life as people age. Lifestyle choices including exercise, balanced nutrition, social
participation, and engagement in meaningful activities such as leisure and self-care contribute to
healthy aging. Community-based wellness programs have also been implemented to support
“aging in place”, which enables older adults to remain living independently in their homes and
community. This section also discusses chronic illness in older adulthood and the impact on the
cost of care and quality of life.
Healthy Aging
Rowe and Kahn (1997) define healthy aging as having a “low probability of disease and
disease-related disability, high cognitive and physical functional capacity, and active engagement
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in life” (p. 433). This definition links healthy aging with independence and self-sufficiency in
daily life. Lifestyle choices that encourage healthy aging include exercise, balanced nutrition,
social and productive activities, leisure, and self-care (Peralta-Catipon & Hwang, 2011). PeraltaCatipon & Hwang (2011) studied lifestyle factors that influenced healthy aging among
community-dwelling older adults 55 years and older. Participants were 253 older adults who
agreed to complete the Health Enhancement Lifestyle Profile (HELP), a comprehensive measure
of health-promoting behaviors. The HELP measured personal factors including demographics,
illnesses, and self-rated health. The HELP also assessed health-related lifestyle factors in areas
of exercise, diet, social activities, leisure, ADLs (activities of daily living), stress management,
and spiritual participation. Participants were asked to answer the HELP questionnaire based on
their performance in daily routines and activities within the last three month period. Higher
scores on the HELP represented greater frequency of health-promoting behaviors.
Data were analyzed using correlations and regression analyses to assess predictor variables
of health-related lifestyles. Results indicated that lifestyle factors, including exercise and diet,
significantly decreased the risk of developing chronic conditions including hypertension,
respiratory disease, depression, and diabetes in older adults (Peralta-Catipon & Hwang, 2011).
Levels of social participation also correlated with positive health outcomes, including physical
and cognitive functioning, self-efficacy, and quality of life. Results suggest that demonstrating
positive lifestyle behaviors will lead to fewer physical and emotional disturbances that interfere
with daily life activities for older adults.
Bryant, Beck & Fairclough (2000), studied factors that contribute to healthy aging of
community-dwelling older adults. Participants included 793 Health Maintenance Organization
(HMO) members aged 60 years and older living within the community. The participants
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received questionnaires that rated their health status, socioeconomic status, presence of health
conditions or disability, functional mobility, physical performance in ADLs and IADLs, and
social support. A linear regression model and inferential statistics were used to analyze the
relationships between these variables. The authors found that healthy aging and quality of life
depended on the participant’s functional mobility, physical and mental functioning, and access to
social supports (Bryant, et al., 2000). Participants who reported higher rates of perceived health
did not have physical or psychological illnesses that impacted their community mobility or
access to social supports. Predictors of poor health included decreased levels of functional
independence, poor physical and cognitive functioning, and decreased social participation.
Healthy aging has become a key objective for policymakers as they shift their emphasis to
enabling older adults to maintain their health and independence through cost-effective prevention
programs (Hay, et al., 2002). In order to improve health and well-being of older adults,
policymakers and health care providers are encouraged to address concerns and barriers that
restrict meaningful participation and the ability to successfully ‘age in place’ (Law, 2002).
Preventive programs guided by meaningful activities including lifestyle and daily routines, social
engagement, exercise and health education have demonstrated positive effects on quality of life
and independence among older adults (Peralta-Catipon & Hwang, 2011).
Aging in Place
“Aging in place” is defined as the ability to live in one’s own home and community safely,
independently, and comfortably, regardless of age, income, or ability level (Center for Disease
Control, 2009). “Aging in place” is a key element in promoting successful aging through
improving health, wellness, and quality of life (Knickman & Snell, 2002). Older adults prefer to
‘age in place’ because it allows them to maintain independence and participate in meaningful
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activities (Knickman & Snell, 2002). Older adults experience health-related changes as they age,
which can impact their functional independence and ability to engage in meaningful activities.
Vrkljan, et al., (2011) studied the occupational performance of older adults living
independently in the community and how their habits and routines supported aging-in-place.
Participants were ten retired adults over the age of 65 living independently within the
community. Participants completed a two hour narrative interview designed to explore changes
in performance patterns and daily routines over time. They were asked to reflect on their daily
routines and occupational performance at ages 45-50 years old and compare it to their
performance in current activities. Participants also reflected on a time where their lives had been
changed by a life event, and how this disruption affected their daily occupations and ability to
adapt to the situation. At the end of the interview, participants were informed about community
programs that could support their participation in meaningful activities and ability to age-inplace (Vrkljan et al., 2011). A common theme among participants was how habitual occupations
such as running errands, exercising, shopping, and meeting friends for coffee provided an
important link to community participation. Participants reported that community activities
enabled them to develop social relationships and friendships that offered support. Participants
also expressed a willingness to adapt their home environments to maintain their level of
functioning in daily habits and routines. Results demonstrated that maintaining regular
occupational routines enabled participants to remain physically and emotionally healthy and
actively engaged in their community. The study also identified key indicators that promoted
aging in place, including transportation, community-based programs, proximity to essential
services, and social interaction (Vrkljan et al., 2011). The study emphasized the importance of
maintaining occupational functioning to promote aging-in-place.
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Government healthcare policy such as Healthy People 2020, The National Prevention
Strategy Report (2011), and the Affordable Care Act (Healthcare.gov, 2012) all promote
community-based health programs focusing on wellness, promotion, and prevention that help
decrease chronic health issues, enable participation in meaningful occupations, and support aging
in place for older adults.
Aging and Chronic Illness
Aging is often associated with poor health, chronic illness and disability. Older adults
experience physiological changes as they age. These age-related changes are a natural part of the
developmental process leading into older adulthood. Older adults experience decreased balance,
slowed protective reflexes, a loss of bone density, changes in vision and hearing, and less
efficient cardiopulmonary functioning (Center for Disease Control, 2010). Large numbers of
older Americans are also at risk of developing hypertension, sensory impairment, diabetes,
arthritis, congestive heart failure, and dementia (Healthy People 2020, 2011). These conditions
are strongly influenced by lifestyle factors, including diet and exercise.
Older adults are at high risk for fall-related injuries due to chronic conditions and
environmental hazards. Fall-related injuries can be very traumatic and cause disability,
mortality, and loss of independence. Chronic diseases and fall-related injuries are the leading
causes of death among U.S. adults age 65 and older (Center for Disease Control, 2009).
Although advanced health care has contributed to a healthier society in recent decades, over
three-quarters of older adults suffer from at least one chronic medical condition (Potter, 2010).
These chronic conditions are accompanied by painful symptoms that require medical
management and therapy. Chronic conditions in older age can limit occupational function and
participation in meaningful activities (Law, 2002). Older adults may also have to rely on others
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and lose their functional status even earlier if they are not shown the skills to help themselves
maintain their own wellness.
Social isolation caused by a loss of independence is a significant concern for older adults.
Cornwell & Waite (2009) studied the effects of perceived isolation and social disconnectedness
on the physical and mental health of older adults using data from the National Social Life,
Health, and Aging Project (NSHAP). Participants included 2,910 community-residing older
adults ages 57 to 85 who were involved in the NSHAP study. Data from the NSHAP study were
collected through personal interviews and questionnaires. Participants answered questions
regarding their frequency of social participation, the amount of social support they received, how
often they felt lonely, and their current physical and psychological health status. Waite analyzed
this data using the Social Disconnectedness and Perceived Isolation Scales to draw conclusions
about how these variables impacted the health and wellbeing of older adults within the study.
Results indicated that there were several health risks associated with social disconnectedness and
perceived isolation, including depression, anxiety, and morbidity (Cornwell & Waite, 2009).
The study also found that social disconnectedness was directly associated with poor physical and
emotional health. This study supports the idea that maintaining social relationships and
functional independence can promote physical and psychological health of older adults.
Cost of Care for Older Adults
The cost of health care is increasing due to the large number of older adults living in the
United States. States are being urged to develop prevention and disease management programs
to help alleviate the rapidly increasing Medicaid spending for older adults (Potter, 2010). In
order to decrease the costs of healthcare spending and medication, it is important for older adults
to remain healthy. Healthy aging enables older adults to maintain their independence and quality
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of life, thus avoiding excess spending on medication, hospital care, or nursing homes (Potter,
2010).
In America, medical care for older adults is covered by Medicare, a federally funded health
insurance program for adults 65 and older (AARP, 2011). Medicare spending is projected to
increase from $560 billion in 2010 to just over $1 trillion by 2022 (AARP, 2011). The Medicare
program was originally designed to cover older adults with acute care and surgical needs, not the
high volume of people with chronic conditions that require a large amount of ongoing health care
attention and spending (Potter, 2010). If older adults are unable to afford Medicare co-payments,
health care coverage shifts to Medicaid, a federal and state program for the poor and disabled. A
large population of older adults age 65 and older who experience chronic health conditions rely
on Medicare or Medicaid to pay for their monthly prescription medications and medical care.
Medication adherence is critical for older adults to manage their chronic health care problems
(Piette & Heisler, 2006). Poor medication management increases the risk of infection, falls, and
even death. Health promotion programs may reinforce the importance of properly managing
medications.
Barriers within health care insurance policies limit coverage for older adults. These include
copayments, gaps in coverage that contribute to increased out-of-pocket spending for older
adults, and the complexity of the health care policies that may be difficult for older adults to
comprehend. Many older adults struggle to keep up with complex changes in their health care
insurance policies and medication coverage. The Medicare prescription drug policy has been
particularly criticized because of its complexity (Piette & Heisler, 2006). This may present
issues with decreased drug adherence which is linked to poor health outcomes in older adults.

10
Piette & Heisler (2006) studied the relationship between older adults’ knowledge of their
medication coverage and the problems associated with medication costs. Participants included
4, 264 adults age 50 and older receiving prescription medication for at least one of the following
conditions: diabetes, depression, heart problems, and hypertension. Inclusion criteria required
participants to have VA (Veteran’s Administration) health care, Medicare, Medicaid, or private
insurance. Participants completed a nationwide internet survey that addressed current
knowledge about their health care policies. Survey items included knowledge about drug
copayments and coverage, costs of prescriptions, and monthly out-of-pocket medication costs.
Participants also provided information regarding problems associated with medication costs and
cost-related adherence issues. Participants then answered questions related to medication
underuse related to the cost of prescriptions, whether they decreased spending on basic need
items to afford the cost of medicine, and whether they borrowed money from family or friends
to afford medication.
Results indicated that a significant number of participants lacked knowledge about their
insurance plans and medication coverage. Older adults with Medicare insurance age 65 and
older were found to have the highest out-of-pocket costs per month due to the number of
chronic conditions compared to the younger participants in the study. The lack of knowledge
about medication coverage and increased out-of-pocket spending on chronic illnesses increased
financial stress and negative health outcomes for older adults (Piette & Heisler, 2006).
Programs that support healthy aging have an important role to play in enabling older adults
to comprehend and manage their health care spending and improve their overall health. The U.S.
is currently focusing on prevention programs to support healthy aging with the goal of reducing
the cost of care. An integral part of community-based prevention programs to support healthy
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aging for older adults is to assess their health status in order to facilitate intervention plans that
can increase functional status and promote wellness, using a client-centered approach.
Functional Assessments for Older Adults
A variety of different assessments are used in wellness programs to determine specific areas
of need and document results. The assessments reviewed in this section are the Functional
Independence Measure, Berg Balance Scale, Fall Risk Assessment, Tinetti Performance Oriented
Mobility Assessment (Balance Version or Gait Version), Timed Up and Go Test, Home Hazard
Screening Checklist, Montreal Cognitive Assessment, Saint Louis University Mental Status
Examination, Geriatric Depression Scale and CarFit. These particular assessments were
reviewed because of their use in the Healthy Seniors Program.
Modified Functional Independence Measure (FIM)
The Functional Independence Measure (FIM) scale assesses physical and cognitive
disability. Items are scored on the level of assistance required for an individual to perform
activities of daily living. Each item is scored from one to seven based on level of independence,
where one represents total dependence and seven indicates complete independence (Young, Fan,
Hebel & Boult, 2009). Clinicians and researchers use the FIM instrument to monitor the recovery
of functional ability, patient progress and rehabilitation outcomes. (Young, et al., 2009).
Although generally used in either acute or post-acute rehabilitation facilities, the FIM can be
modified for use as a measurement instrument for community-dwelling elderly people (Yamada,
Liu, Fujimoto, Hase, Tsuji, Fujiwara & Okajima, 2009). In a study done in Japan, a modified
version of the FIM using seven subset activities from the original thirteen motor items yielded
high correlations to the original 13-item motor FIM scores, and was able to predict which
individuals in the study could benefit from rehabilitation and intervention (Yamada, et al., 2009).
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In a study of a wellness program for twenty-eight community dwelling, cognitively intact,
elderly patients with hip fractures, FIM data were collected by interview (Young, et al., 2009).
At admission the mean FIM ratings assigned by the interviewer and by the team were 84.3. At
discharge, the mean FIM ratings were 104.4. Researchers concluded from the results of this
study that the modified FIM was a valid indicator of functional status (Young, et al., 2009).
Fall Risk Assessments
As the older population grows, the number of falls and subsequent injuries will also increase
(Scott, Votova, Scanlan & Close, 2007). Health care providers need fall risk assessment tools
that reliably identify at-risk individuals and guide intervention. Aspects associated with risk of
falling include: a history of prior falls, muscle weakness, poor gait or balance, visual impairment,
and functional limitation (Scott, et al., 2007). Several standardized assessments are used to
measure fall risk. One of these assessments is the Berg Balance Scale. Assessments such as the
Berg Balance Scale are an important part of fall risk assessments as poor balance among older
adults is a leading cause of falls.
The Berg Balance Scale was developed to assess balance during the performance of
functional mobility tasks (Muir, Berg, Chesworth & Speechley, 2008). It is a 14-item scale
designed to be used in clinical settings (Scott, et al., 2007). The assessment is completed by
initially having the client perform fourteen tasks designed to test balance, such as sitting to
standing, standing and sitting unsupported, standing to sitting, transfers standing with eyes
closed and feet together, reaching forward with outstretched arm, retrieving object from floor,
turning to look behind and 360 degrees, placing alternate feet on a stool, standing with one foot
in front, and standing on one foot. The completion time is 15-20 minutes. A five-point scale,
ranging from 0-4, with zero indicating lowest level of function and four being the highest level
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of function, is utilized. The total score is fifty-six. The interpretation of this scale is 41-56 = low
fall risk, 21-40 = medium fall risk and 0-20 = high fall risk. A change of eight points is required
to reveal a genuine change in function between two assessments (Muir, et al., 2008). In a sample
of 210 community-dwelling older adults, the Berg Balance scale was utilized to measure balance
as part of a comprehensive geriatric assessment at baseline. This study concluded that the Berg
Balance Scale has good discriminative ability to predict falls in community-dwelling elderly
people (Muir, et al., 2008).
Another assessment utilized to assess mobility is the Fall Risk Assessment. This assessment
tool has been validated and is utilized widely in skilled nursing facilities to analyze fall risk
(Vassallo, Stockdale, Sharma, Briggs & Allen, 2005). The Fall Risk Assessment assesses eight
clinical condition parameters: level of consciousness/mental status, history of falls, ambulation
status, vision, gait/balance, systolic blood pressure, medications, and predisposing diseases
(Vassallo, et al., 2005). There is a corresponding score assigned of 0, 2, and 4. The column
numbers are added, and if the total score is ten or greater, the client should be considered at high
risk potential for falls, meaning likely to fall with the next 24 hours (Vassallo, et al., 2005). The
assessment then advises that if the score is ten or greater, a prevention protocol should be
initiated immediately. A possible limitation to this assessment is that the performance of this
assessment tool varies when used in different settings such as in a community setting (Vassallo,
et al., 2005).
The Tinetti Performance Oriented Mobility Assessment (POMA) measures a client’s gait on
one assessment and balance on another. It is scored on the client’s ability to perform specific
tasks with regard to balance when sitting and arising, standing balance, with eyes closed, turning
360 degrees and sitting back down, and gait initiation, step length and height, step symmetry and
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continuity, path, trunk and walking stance. A research study in Taiwan showed the test to have
excellent test-retest reliability (Lin, Hwang, Hu, Wu, Wang & Huang, 2004). This same study
found the Tinetti Assessment the most suitable performance measure for evaluating balance in
community-dwelling older people when comparing the Timed Up and Go Assessment, One-Leg
Stand Assessment, Functional Reach Assessment and the Tinetti Performance Oriented Mobility
Assessment (Lin, et al., 2004).
The Timed Up and Go Test (TUG) is another assessment tool utilized to measure balance. It
was found to be the second most suitable performance measure for evaluating balance in
community-dwelling older people after the Tinetti Test by Lin et al., (2004). It involves timing a
person as they arise from a chair, walk three meters, turn and return to the chair. It takes one-two
minutes to complete and requires a chair and a stop watch to administer. Excellent inter-rater
reliability has been reported for the TUG in three studies (Langley & Mackintosh, 2007).
The Home Hazard Screening Checklist is a twelve point checklist with questions regarding
hazards in the home that the participant answers with either a “yes” or “no”. It is modified from
the Westmead Home Safety Assessment (Clemson, Fitzgerald & Heard, 1999). Eleven of the
twelve questions on the checklist directly relate to how areas in or around the home or potential
hazards in or around the home could cause falls (Clemson, et al., 1999). The content validity of
the Home Hazard Screening Checklist as an assessment tool to identify home fall hazards was
researched as part of an overall study of The Westmead Home Safety Assessment. The research
supported the Home Hazard Screening Checklist as having content validity as an assessment tool
to help prevent falls (Clemson, et al., 1999). After any fall hazards are identified through the use
of the Home Hazard Screening Checklist, therapists are then able to recommend fall prevention
measures through home modification (Clemson, et al., 1999).
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Cognitive Assessments
Assessments for mild cognitive impairment (MCI) are of greater importance as the number
of older adults, age 60+ continues to rise (Smith, Gildeh, & Homes, 2007). The Montreal
Cognitive Assessment (MoCA) is a brief cognitive screening tool with high sensitivity and
specificity for detecting MCI in patients (Nasreddine, Phillips, Bedirian, Charbonneau,
Whitehead, Collin, Cummings & Chertkow, 2005). The MoCA test is a one-page 30-point test
administered in approximately ten minutes. It assesses short-term memory recall, visuospatial
abilities, multiple aspects of executive function, attention, concentration and working memory,
language and orientation to time and place (Nasreddine, et al., 2005). The validity of MoCA was
supported in a study done in the UK and published in 2007 (Smith, et al., 2007). The MoCA was
found to be a useful brief screening tool for the detection of mild dementia or MCI. The study
also found that in patients already diagnosed with MCI, the MoCA helps identify those at risk of
developing dementia (Smith, et al., 2007).
Another screening tool for MCI is the Saint Louis University Mental Status Examination
(SLUMS). A study published in 2006 found that SLUMS appears to work better in identifying
mild cognitive problems in the elderly than the commonly used Mini Mental Status Examination
(Tariq, Tumosa, Chibnail, Perry & Morley, 2006). The SLUMS consists of eleven items and
measures aspects of cognition that include: orientation, short term memory, calculations, naming
of animals, clock drawing and recognition of geometric figures (Tariq, et al., 2006).
The Geriatric Depression Scale (GDS) is unique in that it was specifically developed for use
with geriatric patients (Sharp & Lipsky, 2002). It is a fifteen item self-report assessment tool
used to facilitate assessment of depression in the elderly. The questions on the GDS are
answered either “yes” or “no”; and this simplicity enables the scale to be used with moderately
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cognitively impaired individuals because it makes comprehension easier compared with the
instruments that present four-choice answers (Sharp & Lipsky, 2002). The use of depression
screening assessments in elderly patients varies with their cognitive status. Use of the GDS is
limited to either cognitively intact or moderately impaired elderly patients (Sharp & Lipsky,
2002).
In a study testing the validity of the short form version of the GDS, it was found that the
fifteen item GDS is a good screening instrument for depression as defined by the DSM-IV, and
that the use of the short form GDS increases detection rates of depression among the elderly
(Almeida & Almeida, 1999).
Older Driver Screening Programs
Driving cessation can result in social isolation and depressive symptoms in the elderly
(Marottoli, Mendes deLeon, Glass, & Williams, 2000). In order to promote safe driving among
older adults, the CarFit program was developed in 2007. CarFit is a screening for safe driving
created by the American Society on Aging and developed in collaboration with the American
Automobile Association (AAA), AARP, and the American Occupational Therapist Association
(AOTA) (Stav, 2008). The program teaches drivers how to make changes to their car to
encourage safer driving (American Automotive Association, 2007). Areas covered include:
proper positioning of seats, steering wheels, car pedals, and head rests. Adjustments to these
features improve visibility, safety and general driving control (American Automotive
Association, 2007). During a CarFit event, current adaptations are assessed, and then
recommendations are made for additional changes or adaptations that can help with driving.
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Another older driver program is 55 Alive Driver Safety Program sponsored by AARP. This is an
online refresher driving course for drivers age 50 and older that helps older adults to sharpen
their defensive driving skills and remain safe on the roads (AARP, 2012).
Programs to Promote Healthy Aging
Many successful programs designed to improve the health-related quality of life for older
adults in a variety of settings have been developed (Nunez, Armbruster, Phillips, & Gale, 2003).
The following programs are examples of health and wellness initiatives that have benefitted
older adults, including programs that focus on injury prevention, health education, and quality of
life.
Park et al. (2010) developed a health education and exercise program for communitydwelling older adults with hypertension in South Korea called Healthy Aging and Happy Aging
(HAHA). The program was twelve weeks in length and consisted of group health education
once a week, individual counseling one time in the fourth week, and patient-tailored elastic band
exercises two times per week. To examine the effectiveness of the program, the researchers used
an experimental design, randomly assigning 45 participants into a control (n=23) or experimental
group (n=22). The researchers hypothesized that the HAHA program would reveal a significant
improvement in blood pressure control as well as improve self-care behavior, exercise selfefficacy, physical activity, and health-related quality of life (Park, et al., 2010).
To measure the outcomes of the effectiveness of the HAHA program, the researchers used a
sixteen-item questionnaire for self-care behavior (five-point Likert type scale), an eight item
questionnaire for self-efficacy for exercise (visual analogue scale from ten (not confident) – 100
(very confident), an international Physical Activity Questionnaire for physical activity, and the
Short-Form 36 (SF-36) survey for health related quality of life. The results demonstrated that the
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HAHA program was effective in control of blood pressure and improving self-efficacy for
exercise and health-related quality of life (Park et al., 2010).
In Australia, a program entitled “Well for Life” focused on improving nutrition and
increasing physical activity to promote healthy aging in the frail elderly. Improving nutrition
and increasing physical activity has shown to have a significant impact on health at any age
(Kruger, Thompson, McKenzie & Naccarella, 2007). The evaluation of the “Well for Life”
program found that society tends to assume that older people are not capable of performing many
activities. This may cause older adults to limit their own thinking about what they are capable of
doing.

The “Well for Life” program was among the first to address barriers to the older

population caused by stereotypical attitudes and assumptions (Kruger, et al., 2007).
The impact of the “Well for Life” program was illustrated through a collection of stories that
were designed to give a more personal and meaningful explanation of the benefits. One story
was of a woman who participated in the program and was prone to falling. She had been
participating in the “Well for Life” program exercises but still experienced another fall. The
exercise program was not able to help prevent her from falling again. However, she was able to
control how she fell, and was able to get back up, which she was not capable of doing before. In
another incident, a man who had no motivation to walk or exercise after suffering from a stroke a
few years prior and who was confined to a wheelchair made significant improvements after
attending the program. After participating in the “Well for Life” program, he was able to use his
exercise bike for eighteen kilometers in one session, and frequently requested to go walking with
the staff. The man, who was known as quiet and shy, spoke proudly about his improvements and
contribution to the “Well for Life” program. The program decreased his physical limitations and
provided him with a sense of self worth and achievement (Kruger, et al., 2007).
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The Senior Living Enhancement Program (SLEP) was an initiative that provided services to
740 seniors at 12 sites over a two-year period. The services the program provided were nursing
and health promotion, social service coordination, and social and recreational opportunities. The
goal of the program was to improve the health of seniors in ten areas called the “Ten Keys to
Healthy Aging”. The ten keys were strategies that help reduce risk factors for poor health and
increase quality of life. The ten keys were (1) be active, (2) regulate diabetes blood glucose <
110, (3) stop smoking, (4) maintain social contact, (5) participate in cancer screening, (6) get
regular immunizations, (7) lower LDL cholesterol to < 130, (8) combat depression, (9) prevent
bone loss and muscle weakness, (10) and control systolic blood pressure < 140 (Castle, 2008).
The SLEP program took place at twelve service enriched housing high-rises for the elderly.
Service-enriched housing is defined as “living arrangements that provide health and/or social
services in an accessible, supportive environment” (Castle, 2008). Nursing and health promotion
was provided to each site one morning per week and consisted of blood pressure checks, blood
sugar checks, coordination of care with primary care physicians, individual and group education
on specific health topics, weight management, wellness counseling, and vaccination. Social
service coordination was provided to each site one morning and afternoon per week and
consisted of: assistance with homemaking, personal care, assistance with paperwork, counseling
for family issues, food stamps, housing issues, health insurance, living will and advance
directives, Meals on Wheels, mental health issues, Adult Protective Services, rent rebate, Social
Security, taxes and transportation. Social and recreational opportunities were provided at each
site at least weekly and consisted of outings, shopping trips, movie nights, bingo, and arts and
crafts activities. Data were collected using a Wellness Health Screen and a record of
participation in SLEP activities. The Wellness Health Screen used a face-to-face questionnaire
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(developed for the SLEP program) consisting of 44 questions to obtain information about health,
demographics, and the ten keys. The results showed significant improvements by SLEP
participants in the majority (six) of the “ten keys” to healthy aging over the two-year span,
suggesting the program was beneficial to participants. The “keys” that improved were: be active,
participate in cancer screening, get regular immunizations, combat depression, control systolic
blood pressure, and lower LDL cholesterol (Castle, 2008).
The Wilmington Senior Center in Delaware developed a three-year multidisciplinary health
and wellness program called “The Time of Your Life: Growing Older, Staying Healthy” aimed
at promoting healthy aging. Healthy aging was defined as physical, intellectual, emotional,
social, vocational, and spiritual well-being. The program consisted of eleven 90-minute quarterly
presentations on health-related topics, including nutrition and physical activity, over a three-year
span. The goal of the program was to help increase knowledge about living healthy lifestyles,
provide resources to help participants make informed decisions about health, and provide
motivation to pursue or maintain a healthy lifestyle (Kuczmarski & Cotugna, 2009).
A survey questionnaire, focus groups, and the Center for Disease Control and Prevention
(CDC) Healthy Days Measure were the instruments used for evaluation of the Wilmington,
Delaware Senior Center Program. Results indicated that participants gained knowledge about
healthy lifestyles and also adopted more healthy behaviors. The “Time of Your Life” program
provided many options for topics, which allowed the participants to make choices, thus
increasing participation rates. The topics that were of most interest to the participants were:
money management, medications, and staying mentally and physically fit. Evaluations showed
that long-term programming, such as the three year Wilmington Senior Center program, could be
a successful format for senior health education (Kuczmarski & Cotugna, 2009).
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Another program, “Designing a Life of Wellness Program” was an 18-month wellness
program, for 65 older adults, which was held in three different apartment complexes. The
program included six months of weekly one and a half hour educational classes taught by
occupational therapists and occupational therapy students fulfilling their Level II fieldwork
experience. The program’s focus was to teach the importance of participation in meaningful
occupations for better quality of life and strategies to remove personal and environmental
barriers that prevent participation. Topics that were covered in the program included
transportation, aging, safety and fall prevention, stress, lifestyle balance and communication.
Participants were also given assignments such as keeping track of daily routines, energy levels,
and stressful events (Matuska, Giles-Heinz, Flinn, Neighbor, & Bass-Haugen, 2003).
The SF-36 Health Survey and the intake form were used for evaluating the participants in
the wellness program. The measures were collected at the beginning of the program and at the
end of the program six months later. Scores on the SF-36 increased after participation in the
program. There was also an increase in participation in social and community activities.
Components of the program rated the highest were those related to social relationships and active
learning, such as relationships with the instructors and students, group discussion, and
opportunities for socialization (Matuska, et al., 2003).
The Well Elderly program by Jackson, Carlson, Mandel, Zemke & Clark (1998) was an
innovative preventative occupational therapy intervention program developed for older adults.
The Well Elderly study had 361 participants aged 60 and older, randomly divided into three
different groups for nine months. The participants were grouped in either preventive
occupational therapy, non-professionally led social activities program, or were untreated. The
occupational therapy intervention was found to be most beneficial and was deemed successful in
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increasing physical and mental health, occupational functioning, and life satisfaction in
participants. The participants in the social activities group fared no better or worse compared to
those who were untreated (Jackson, Carlson, Mandel, Zemke, & Clark, 1998).
The Well Elderly program included two hours per week of group-based intervention, and
one hour per month of one-on-one client-therapist interaction. There were eight content areas
that were the focus of the program: (1) Introduction to the Power of Occupations, (2) Aging,
Health and Occupations, (3) Transportation, (4) Safety, (5) Social Relationships, (6) Cultural
Awareness, (7) Finances, and (8) Integrative Summary. The methods of program delivery were
didactic presentation, peer exchange, direct experience, and personal exploration. Enhancing the
way elders selected which occupations to perform, and the way elders experienced meaning in
their occupations were the dynamic changes that contributed to the success of the program
leading to beneficial health-related outcomes. The health-related outcomes as measured by pre
and post assessments of the participants were enhanced physical health, improved mental health,
superior occupational functioning, and increased life satisfaction (Jackson, et al., 1998). The
Well Elderly Study suggests that occupational therapy programs can be effective in improving
the health of older adults.
Most recently, the Well Elderly 2 assessed the Well Elderly 1 (now known as Lifestyle
Redesign) intervention’s effectiveness among ethnically diverse elders in community-based
settings (Clark, et al., 2011). The two main goals of this study were to extend the results obtained
from the Well Elderly 1 study and to determine which factors made the program successful. The
study consisted of 460 male and female participants aged 60-95. The participants were randomly
assigned to either an occupational therapy intervention group or no treatment control group over
a six-month experimental phase. The intervention protocol followed that of the Well Elderly 1
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(Lifestyle Redesign) study. The participants were assessed using a pre and posttest self reporting
method to measure changes. The intervention and control group elicited no differences at
baseline. The outcomes demonstrated that the participants who received occupational therapy
intervention showed positive self reported measures in areas of physical and mental health. The
areas that showed positive changes were bodily pain, vitality, social functioning, mental health,
composite mental functioning, life satisfaction, and depressive symptomatology. Overall, the
intervention had a more significant impact on mental health and well being than physical health
and well-being (Clark, et al., 2011). The Well Elderly 2 study suggests that a lifestyle-oriented
occupational therapy program can be beneficial to ethnically diverse older adults.
Dominican University of California Healthy Seniors Program
The Occupational Therapy Department at Dominican University of California located in
San Rafael, California, conducts a health enhancement program for older adults entitled “Healthy
Seniors”. It is a free service designed to serve older adults who may have chronic health
conditions, but may not meet the income or health status criteria to qualify for governmentsubsidized, hospital-based or in-home support. The program locations are on the Dominican
University campus in the Occupational Therapy Department and also at an off campus senior
housing facility for eight weeks during each Fall and Spring semester. The sessions are
conducted once a week for two hours per session.

Second year occupational therapy students,

supervised by faculty, work with seniors on skills to maintain independent community living.
The Healthy Seniors program is the Community Practice Lab for the Occupation of Adults and
Seniors II course.
Participants complete an initial intake form which includes contact information as well as
an informed consent form. Demographic information is acquired using the Occupational
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Therapy Assessment Form (see Appendix A). Then an initial assessment is made using a
modified Functional Independence Measure (FIM) (see Appendix A). From that information,
students determine which additional assessments are needed based on client diagnoses and FIM
scores. This information is used to create an intervention plan for each client. The assessments
currently being used are the Berg Balance Scale (see Appendix B-1), Home Hazard Screening
Checklist (see Appendix B-2), Montreal Cognitive Assessment (MoCA) (see Appendix B-3) ,
Saint Louis University Mental Status Examination (SLUMS) (see Appendix B-4), Tinetti
Performance Oriented Mobility (Balance and/or Gait) Assessment (see Appendix B-5), Geriatric
Depression Scale (see Appendix B-6), Fall Risk Assessment (see Appendix B-7), Timed Up and
Go Test (TUG) (see Appendix B-8) and CarFit (see Appendix B-9).
After developing an intervention plan for the participant based on information gathered
during assessments, students begin to develop interventions that are individualized to the client.
Interventions include UE (upper extremity) strengthening exercises, instruction on the use of
adaptive equipment and walkers, activities of daily living/instrumental activities of daily living
training, money management, meal planning and nutrition, low vision compensation strategies,
home safety evaluation and modification, energy conservation, balance and transfer training, fall
prevention, and leisure and community engagement discussion and planning. A checklist of
intervention categories are on the Occupational Assessment Form (see Appendix A).
Written “SOAP” (subjective, objective, assessment, plan) notes (see Appendix C)
documenting participant progress towards short and long term goals are completed each week by
students. The student records subjective statements of the client about personal concerns (S),
student’s objective observations during treatment (O), an assessment utilizing clinical reasoning
(A); and a plan for further treatment (P). Students also work in groups to create and facilitate
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group protocols for the clients. Some examples of group protocols that have been developed
are: a memory improvement group where participants created a memory book to help them
reminisce and learn tips to improve cognition; a nutritional improvement and health quiz group;
an energy conservation and walking tips group; Tai Chi, yoga or dance exercises for balance and
strengthening group; a home safety and modifications group; and a pumpkin painting activity for
participants with low vision.
Upon completion of the eight-week program, the participant is given a Satisfaction Survey
(see Appendix D). The student prepares an individualized home program booklet that contains
information utilized during the interventions that may assist the client in maintaining life-long
health and wellness; and identifies appropriate resources that may assist the client with needs
such as transportation, meal planning and nutrition, leisure activities, fall prevention, and
home safety and exercises to maintain strength and balance. Students then use evaluation
findings to complete a case study, including the client’s occupational profile, analysis of
occupational performance, theories, models and frames of reference utilized, client intervention
plan, including short and long term goals, home program, summary of clinical reasoning skills
used, and citation of an evidence-based research article. Confidentiality of all records is
maintained.
Engaged and Experiential Learning
Another important component of the Dominican University of California Healthy Seniors
program is engaging occupational therapy students in an experiential learning process.
Experiential learning is the process of making meaning from direct experience. Aristotle once
said, "For the things we have to learn before we can do them, we learn by doing them.”
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Benson & Hansen (2007) conducted a qualitative program evaluation of occupational therapy
students engaging in clinical reasoning and the application of theory to intervention during a lab
at Duquesne University Occupational Therapy Department. The students found the experience
to be positive because it allowed the students to apply clinical reasoning with feedback from
their peers and professionals. This experience also had a positive effect on the professional
growth and development of the students and increased their clarity and understanding about
disability (Benson & Hansen, 2007). Similarly, the “ Healthy Seniors” program at Dominican
University of California was designed to increase healthy aging and provide support for older
adults living in our community. It also gives students the chance to increase clinical skills and
apply classroom learning to a real-life situation” (S. Leblanc, personal communication, October
6, 2011). This supports growth and development of the occupational therapy student within a
supportive environment.
Student engagement with actual clients enhances the learning experience of students by
challenging them to apply clinical reasoning to both assessments and interventions in a safe and
supportive environment with immediate feedback. The students are able to establish not only an
academic understanding, but also a practical understanding of the clinical reasoning skills
necessary to make correct assessments and interventions. Another benefit is increased
confidence of students in their ability to apply academic knowledge to a practical situation
(Benson & Hansen, 2007).
In a similar program utilizing a service learning approach in community-based adult day
services, third year occupational therapy students from the University of Minnesota were
assigned to six adult day service agencies that served community-dwelling elders (Schaber,
2010). Groups of three to four students were assigned to each service agency. At the initial
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session they conducted an organizational and client needs assessment. In two subsequent
sessions students implemented and evaluated the program module. The students conducted a
process evaluation and made revisions to refine the module for the last session. The sessions
were coordinated with course content to augment academic content and community experience
(Schaber, 2010). Results showed that students were able to enhance their clinical reasoning by
applying it to clients in a live setting with an opportunity for guidance from their instructor.
From the students’ perspective, they reported that their confidence increased significantly in
assessing and carrying out interventions with the well elderly (Schaber, 2010). Faculty who were
implementing these programs described the experience as “energizing the classroom” and
bringing academic concepts and theories “to life” (Benson & Hansen, 2007). In addition, all
three of these projects are meet the Centennial Vision of the American Occupational Therapy
Association by embracing service learning, putting knowledge into practice, building selfefficacy, and providing community-based wellness programs. (Schaber, 2010).
Community-based wellness program help older adults live independently and increase their
occupational performance and functional independence. For these programs to deliver optimal
services, they must be evaluated in order to assess their effectiveness, impact on participants, and
achievement of stated goals.
Statement of Purpose
The purpose of this study was to perform an evaluation of the Healthy Seniors program in the
Occupational Therapy Department at Dominican University of California. The following aspects
of the program were evaluated: participant demographics, standardized assessments and
interventions used, pre and post FIM score changes, relationship between program variables and
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FIM change and participant satisfaction with the program. The research was guided by the
following questions:
1) What were the demographics of Healthy Seniors participants in spring and fall 2011?
2) What assessments and interventions were used in the Healthy Seniors Program in spring
and fall 2011?
3) Did functional status of participants as measured by the Functional Independence
Measure (FIM) change after completion of the Healthy Seniors Program?
4) Were there any significant relationships between participant demographics and functional
status after participation in Healthy Seniors?
5) What were participants’ experience of and overall satisfaction with the program?
Theoretical Framework
The Person-Environment-Occupation (PEO) model guides an occupational therapist to
consider a person’s skills and abilities, the tasks and activities that are meaningful to that person,
and the environments in which engagement and participation in occupations occur. It serves as a
model for examining the person-environment-occupation processes in the context of
occupational therapy practice (Strong, Rigby, Stewart, Law, Letts & Cooper, 1999). According
to this model, optimal occupational performance can be achieved by the client through
modification and adaptation of the person, occupation and/or the environment. Occupational
performance is defined as “The act of doing and accomplishing a selected activity or occupation
that results from the dynamic transaction among the client, the context, and the activity” (Law,
Cooper, Strong, Stewart, Rigby, & Letts, 1996). By adapting these three components, the PEO fit
between them increases and therefore performance is improved (Law, et al., 1996). The PEO
Model is effective for occupational therapists to use in client-therapist alliances to enable clients
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to successfully engage in meaningful occupations in chosen environments. This model has been
used in hospital, community, academic and research settings (Strong, et al., 1999). This
research study will use the PEO Model to better evaluate how Healthy Seniors, a communitybased wellness and prevention program for older adults (60+), has impacted the lives of the
person (older adults participating in the program), their environment (their homes and
community), and their occupations (any meaningful activity the participant engages in).

Person
•Performance Skills: physical,
cognitive, & communicative
abilities
•Client Factors: values, beliefs,
spirituality, body functions &
structures, age & health status
•Performance Patterns: life
experiences and life roles

Environment
•Cultural, personal,
physical, social,
temporal, virtual
contexts
•Home & community
environments may be
especially important

Occupation
•Leisure
•Socialparticipation/
volunteering
•ADL/IADL
•Education
•Rest & Sleep

Figure 1: PEO Model based on a diagram
by Law, Cooper, Strong, Rigby & Letts, 1996.
The PEO Model assists therapists in analyzing problems with a client’s occupational
performance. The goal of the Healthy Seniors program is to provide a community-based health
program focusing on wellness promotion, and prevention for older adults (60+) with chronic
health conditions who need support to maintain community living. The occupational therapy

30
students and the course instructors who conduct the Healthy Seniors program must consider the
person, environment, and occupation factors that might be inhibiting occupational performance
of participants.
The person element of PEO describes the person as a holistic being, a combination of body,
mind and spirit. It includes participant’s motor, cognitive, and sensory capabilities as well as
general health (Law, Cooper, Strong, Stewart, Rigby, & Letts, 1996). Personal factors also
include age, health status, and functional mobility. Many of the factors contained within the
person element of PEO are assessed in the Dominican Healthy Seniors program through a series
of individualized assessments for each participant. Some examples of these are the Modified
Functional Independence Measure (FIM) initial and discharge assessments (Young, Fan, Hebel
& Boult, 2009), the Montreal Cognitive Assessment (MoCA) (Nasreddine, Phillips, Bedirian,
Charbonneau, Whitehead, Collin, Cummings & Chertkow, 2005), Berg Balance Scale (Muir,
Berg, Chesworth & Speechley, 2009), Tinetti Performance Oriented Mobility Assessment
(POMA) (Langley & Mackintosh, 2007), Timed Up and Go Test (TUG) (Langley &
Mackintosh, 2007), Geriatric Depression Scale (Sharp & Lipsky, 2002), the Saint Louis
University Mental Status Examination (SLUMS) (Tariq, Tumosa, Chibnail, Perry & Morley,
2006), CarFit (American Automotive Association, 2007) and the Fall Risk Assessment
(Vassallo, Stockdale, Sharma, Briggs & Allen, 2005).
After the assessments are completed, the students in conjunction with faculty, determine
how to improve occupational performance through individualized interventions. Interventions
may include upper extremity strengthening exercises, instruction on use of adaptive equipment
and walkers, activities of daily living/instrumental activities of daily living training, low vision
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compensation strategies, home environment safety evaluations and modifications, energy
conservation, balance and transfer training, fall prevention, and driver safety and adaptation.
To assist in facilitating the optimal congruence between the person and occupation, it is
imperative to understand the environment in which a person performs activities of daily living
(Bruce & Borg, 2002). Environmental factors include an individual’s living environment, access
to transportation, community, and social involvement. For example, living environments and
community surroundings can present safety hazards for older adults with poor balance and/or
injuries requiring the use of walkers and wheelchairs. Older adults may be at greater risk for
falls due to uneven pavement, loose rugs within the home, and poor lighting. The Healthy
Seniors program helps educate participants on minimizing environmental risks and hazards by
assessing the participant environment utilizing a Home Hazard Screening Checklist (Clemson,
Fitzgerald & Heard, 1999). Transportation is another environmental concern for older adults
who can no longer drive due to physical impairments and/or poor vision. Non-driving
participants are provided with community transportation resources during the Healthy Seniors
program if a lack of access to the community environment negatively impacts their occupational
performance. The Healthy Seniors program has set up taxi services vouchers to transport
participants to the Dominican University campus to help ensure that transportation is not a
barrier to participation. The school reimburses the taxi company for their weekly services.
Facilitating the Healthy Seniors program on site at The Redwoods, a senior living facility,
ensures that transportation will not be an issue for participation.
The occupation component of PEO includes any meaningful activity that a person engages
in throughout his or her lifespan. The goal of the Healthy Seniors program is to enable
participants to remain active in occupations they find meaningful such as grocery shopping, pet
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care, attending religious services, volunteering, taking educational courses, attending
appointments, exercising or visiting friends and family. The program helps participants maintain
physical and emotional function, prevent illness and injury, and increase social participation.
Some examples of this are helping the clients to create “memory books” which allow them to
reminisce on their past, and providing memory tips through the use of a tip sheet provided by
students, with suggestions such as the use of transparent daily pill boxes for medications,
utilizing one place to hang their keys, and setting a timer for things in the oven. Multiple areas
of participants’ occupations, such as Instrumental Activities of Daily Living (home and financial
management, community mobility, and meal preparation) are addressed during each week of the
Healthy Seniors program. Therefore, the PEO model is appropriate to this research project
because this study encompasses all of the components of this model.
In addition to the PEO Model, the research was guided using a Logic Model as a program
evaluation tool for analyzing the effectiveness of the Healthy Seniors program at Dominican
University of California. The Logic Model is a useful method for communicating what a
program does and how successful it is in accomplishing its goals. It is a tool that has been used
for more than twenty years by program evaluators to describe the effectiveness of their programs
(McCawley, 2010). The model guided the study and provided insight into the structure, function,
and effectiveness of the current Healthy Seniors program. This program evaluation method was
selected for our study to systematically analyze the goals, processes, impacts and outcomes that
the Healthy Seniors program produces. It helped to highlight the program’s strengths and
weaknesses while guiding recommendations about future program planning. The Logic Model
functions as a graphic representation that outlines the linear relationship between
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program components including inputs/resources, activities, outputs, outcomes, impacts and
overall program goals. The evaluation process using the Logic Model will help to promote
Dominican University of California.

Inputs/Resources
 Grant funding
 Dominican faculty,
department chair,
CPL students

Activities
 Identify participant
needs and develop
intervention strategies
to meet client goals

 Weekly educational
 Partnership/contract classes cover health,
safety and wellness
with The Redwoods
topics
 Designated
 Conduct individual
classroom space to
assessments to target
accommodate
participant
participants
occupational
challenges
 Taxi services to
provide
 Promote health,
transportation for
wellness and
non-drivers
functional
independence

Outputs

Outcomes

 44 participants
served

 Short term: older
adults have
increased
 2 hour sessions for awareness of
eight weeks (on hour therapeutic
interventions that
of one-on-one
intervention and one promote health and
safety for improved
hour of groups)
functional
independence
 Conduct
educational activities
 Mid-term: older
that promote
adults will prevent
independent living
worsening of
for older adults
chronic health
living in the
symptoms
community

Impact(s)
 Older adults
living in the
community will
have the skills they
need to maximize
occupational
performance

 Long-term: older
adults will have
increased
occupational
performance and
participation in life
roles

 Enhance social
engagement through
group facilitations

Figure 2 Logic Model
Methodology
Design
The design of the study was a non-experimental mixed-methods program evaluation using
secondary data analysis and information obtained from a focus group and phone interviews.
Program evaluation is defined as a method used to collect, analyze, and answer questions about
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the effectiveness and efficiency of a program being implemented (McCawley, 2010). This data
analysis method was appropriate because the data had previously been collected and used to
create client intervention plans, but not analyzed in aggregate form. The quantitative portion of
the evaluation came from data collected by occupational therapy students conducting the
program at Dominican University and The Redwoods in the spring and fall of 2011. Descriptive
and inferential analysis of the following data from the initial Occupational Assessment form was
done: demographics (including gender, age, living status, and driving status (see Table 1)),
intervention checklists (see Table 4), and pre and post FIM score results (see Table 5). The
assessments administered by students were: the Montreal Cognitive Assessment, Saint Louis
Mental Status Exam, Fall Risk Assessment, Berg Balance Scale, Geriatric Depression Scale,
Timed Up and Go Test, CarFit and the Home Hazard Screening Checklist. Results are reported
using descriptive statistics (see Table 3).
In addition to this quantitative data, qualitative data from satisfaction surveys and SOAP
notes completed during the 2011 spring and fall semesters were also examined. Additional
qualitative data were collected by researchers in the spring of 2012 via a single focus group and
phone interviews with participants. The goal of this qualitative data collection was to obtain a
deeper understanding of participant experiences in the Healthy Seniors program.
Subjects
The subjects were 63 older adults over the age of 60 residing in Marin County who
participated in the Healthy Seniors program, either at Dominican University of California (n=36)
or at The Redwoods Senior Living Community (n=27). Participants were recruited to the
program through the local newspaper, the “Marin Independent Journal” (see Appendix E-1),
flyers posted on community bulletin boards (see Appendix E-2), and flyers posted throughout the
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Dominican University campus as well as by announcements to the community at The Redwoods.
Participation in the program was voluntary and each participant signed a consent form before
participating (see Appendix F). Participants for the focus group were recruited via phone calls
asking if they would like to take part in a group to discuss their experience in Healthy Seniors.
Participants signed a consent form to participate in the focus group (See Appendix G).
Participants who were not able to attend the focus group were recruited for a phone interview via
phone calls asking if they would like to answer the same seven questions that were asked at the
focus group. Agreeing to answer the questions was considered implied consent. Participants in
the Healthy Seniors program were also given a Satisfaction Survey at the conclusion of the eight
week session.
Ethical and Legal Considerations
The co-investigators conducted this research guided by the Occupational Therapy Code of
Ethics and Ethical Standards (2011), and the IRB (approval #9024) (see Appendix I) for PHS at
DUC. The aim of this research was to identify the demographics of participants, assessments
and interventions used, change in functional status after completion of Healthy Seniors and
participant satisfaction with the Healthy Seniors program.
In adhering to the principles of anonymity and confidentiality found in the Occupational
Therapy Code of Ethics and Ethical Standards, the co-investigators submitted an application to
the Dominican University of California Institutional Review Board for the Protection of Human
Subjects requesting approval to conduct this research, which was approved November 29,
2011(approval #9024).
The researchers protected participants’ anonymity and confidentiality, as defined by the
Occupational Therapy Code of Ethics, by making copies of all data collected from two semesters
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and storing the originals in a locked box. The copies were anonymized by blacking out the
names of participants and coding them by number for inputting data into Excel. Original records
with client names were returned to the Program Director after copies were made and are stored in
a locked file cabinet. Participants for the focus group signed a consent form, and participants in
the phone interviews were told that the conversation was confidential and would only be used in
aggregate form for research purposes of this thesis if they wished to participate.
Data Collection Procedures
The Healthy Seniors program data that were analyzed were collected from the Healthy
Seniors programs conducted at Dominican University of California and at The Redwoods Senior
Living Community in Mill Valley, California in the spring and fall 2011 academic semesters.
This program was led by faculty and students from the DUC Department of Occupational
Therapy. The initial data collection instrument utilized was the Occupational Therapy
Assessment Form (see Appendix A), which includes demographic information, a modified
version of the FIM and an interventions checklist. Additional data collection instruments utilized
included standardized assessments administered, SOAP notes (see Appendix C), and a
Satisfaction Survey (see Appendix D).
Information obtained from the focus group and telephone interviews was recorded and
transcribed for analysis. The focus group and telephone interview questions were: (1) What
made you decide to participate in the Healthy Seniors Program? (2) What did you hope to get out
of the Healthy Seniors Program? (3) Have your expectations been met? Why or why not? (4)
How do you define functional independence? (5) How do you believe the Healthy Seniors
program has helped you achieve more functional independence? (6) How will you know if/when
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you have achieved functional independence? (7) Is there anything else you would like to ask or
tell us about your participation in Healthy Seniors?
We chose the focus group as our method of data collection because it allowed us to collect
more in-depth information on perceptions, attitudes, beliefs and experiences of the participants in
Healthy Seniors (Rennekamp & Nall, 2004). Focus groups are particularly useful for program
evaluation. They provide interpretations of data collected through quantitative methods and
thereby increase the validity of the evaluation (Rennekamp & Nall, 2004).
Data Analysis
An online web-survey tool, Survey Monkey (see Appendix J), was utilized to tally the
information from each Occupational Therapy Assessment Form. After the data were tallied, they
were entered into Excel to obtain descriptive statistics. Descriptive statistics for demographics of
gender, age, driving status and living situation of participants were obtained. Descriptive
statistics were also used to tally type and number of assessments and interventions utilized as
well as FIM score changes in participant functional status at the completion of the Healthy
Seniors Program. Inferential statistics were used to identify if findings’ were significant. SOAP
notes, satisfaction surveys, a focus group and phone interviews were evaluated qualitatively and
reported in narrative form using quotes to illustrate key points. The “Subjective” portion of
SOAP notes (n=378, students completed 7 notes for the HS session with each client) was also
analyzed for content. This portion of the SOAP note contains subjective information obtained
from the client, giving their own perspective for reasons why they were attending Healthy
Seniors. In the S section, the OTS records the client’s report of limitations, concerns, and
problems, as well as what the client said that was relevant to treatment such as expressions, of
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feelings, attitudes, concerns, goals and plans. The phone interviews (n=14) and focus group data
(n=5) were merged because the questions asked for both were the same.
Satisfaction surveys (n=49) were also analyzed for themes. These satisfaction surveys were
given to participants at the end of the eight week program at both DUC and The Redwoods.
Participants completed the survey, which included these five questions: 1) Describe your
experience with the Healthy Seniors program. 2) What did you accomplish that you had hoped?
3) What was your least favorite thing about your experience? 4) What was your favorite thing
about your experience? 5) Do you have any feedback for us? The themes that emerged after
analysis of the responses were compiled and reported in narrative form in the Results section of
this thesis.
Results
Data were analyzed using descriptive and inferential statistics for research questions one
through four. Qualitative data were analyzed using a content analysis format for question five.
The descriptive and inferential statistics are reported in table format; and the qualitative themes
are reported in narrative format.
Research Question #1: Participant Demographics
Demographic information was obtained through the Healthy Seniors intake assessment form.
The forms were completed with each participant on the first day of the program. The participant
demographics collected were gender, age, driving status and living status. Results indicated the
overall majority of participants were female (73%) and each site and session contained more
females than males. Forty three percent of participants were between ages 75-85 and 40% were
over 85 (Table 1). The average age of the 36 Dominican participants was 79.4; while the
average age of the 27 participants at the Redwoods was 85.4. There is a statistically significant
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six year age difference between the Dominican University of California and The Redwoods
participants (see Table 2). Driving status results indicated 38% of participants were licensed
drivers whereas 62% did not currently have an active driver’s license. Participants’ living status
revealed that the percentage of participants who live with others was 71% and those who live by
themselves was 29%.
Table 1
Gender and Ages of Participants

Dominican
n=36

%

13
23

Total
n=63

n

%

n

%

(36)
(64)

4
23

(15)
(85)

17
46

(27)
(73)

2
7
15
12

(6)
(19)
(42)
(33)

1
1
12
13

(4)
(4)
(44)
(48)

3
8
27
25

(5)
(12)
(43)
(40)

Licensed Driver
Not Licensed Driver

21
15

(58)
(42)

3
24

(11)
(89)

24
39

(38)
(62)

Lives with Others
Lives Alone

24
12

(67)
(33)

21
6

(78)
(22)

Male
Female

n

The Redwoods
n=27

Age
<65
65-74
75-85
>85

45
18

(71)
(29)
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Table 2
Independent Sample t-Test for Age Difference between Dominican and The Redwoods

n=63
Independent
Samples t-test for
Age Difference
n=36
Dominican
n=27
The Redwoods

M

SD

t(56.9)

p

95% CI

6.046

2.32

2.61

0.012

[1.4, 10.692]

79.36

9.243

85.41

9.014

Note: Equal variances not assumed; CI= confidence interval; LL=lower limit; UL=upper limit; *p<0.05, 2-tailed

Research Question # 2: Assessments and Interventions Used
Students completed different numbers of assessments based on each participant’s personal
needs during the program. Students conducted 1-3 assessments with their participant.
Researchers wanted to observe assessments used in the spring and fall to track their use over
time rather than site. The Berg Balance Scale was the most commonly used assessment in the
fall semester as well as overall in the 2011 academic semesters, as indicated by its use for
evaluation in 41% of total participants. The Tinetti Balance Assessment was used the most in
the spring and performed with 27% of participants over the 2011 academic semesters (Table 3).
TUG, Tinetti Gait Assessment and Fall Risk Assessment were used the least of the balance
assessments. The MoCA and SLUMS cognitive assessments were each used for 22% of
participants. The CarFit Assessment, Home Hazard Screening Checklist and Geriatric
Depressions Scale were used to evaluate 13%, 11% and 10% of participants, respectively (Table
3). A checklist of interventions was indicated on the Occupational Therapy Assessment Form.
Multiple interventions may have been performed throughout the program by each client; and the
frequency of their use is shown in Table 4. Therapeutic exercises and balance activities were the
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two categories of interventions used the most over both academic semesters. They were used
with 76% and 68% of participants, respectively, over the 2011 academic semesters.
Endurance/energy conservation, cognitive skills and therapeutic activities were used with 60%,
56% and 56% of participants, respectively. Interventions used by 20-50% of participants
included: home safety, functional mobility, body mechanics, assistive devices, posture, social
skills, activities of daily living, joint protection and positioning. Interventions that were used
with fewer than 20% of participants included: symptom management, ergonomics, disease
process, and caregiver/assistant training (Table 4).
Table 3
Assessments Used

Spring 2011
n=38
Berg Balance Scale
Tinetti Balance Assessment
MoCA
SLUMS Exam
CARFIT Assessment
Home Hazard Checklist
Geriatric Depression
Fall Risk Assessment
Tinetti Gait Assessment
TUG Test

n
8
15
8
8
7
7
5
4
2
0

%
(21)
(39)
(21)
(21)
(18)
(18)
(13)
(11)
(5)
(0)

Fall 2011
n=25
n
18
2
6
6
1
0
1
0
1
0

%
(72)
(8)
(24)
(24)
(4)
(0)
(4)
(0)
(0)
(0)

Total
n=63
n
26
17
14
14
8
7
6
4
3
0

%
(41)
(27)
(22)
(22)
(13)
(11)
(10)
(6)
(5)
(0)

Note: Spring and Fall represent consecutive 2011 academic semesters according to DUC calendar and assessments
were divided by total numbers of participants in the semesters and overall.
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Table 4
Interventions Used

Therapeutic Exercises
Balance
Endurance/Energy Conservation
Cognitive Skills
Therapeutic Activities
Home Safety
Functional Mobility
Body Mechanics
Assistive Devices
Posture
Social Skills
Activities of Daily Living
Joint Protection
Positioning
Symptom Management
Ergonomics
Disease Process
Caregiver/Assistant Training

Spring2011
n=38
n
%
26
(68)
21
(55)
18
(47)
20
(53)
17
(45)
18
(47)
13
(34)
14
(37)
11
(29)
7
(18)
12
(32)
9
(24)
6
(16)
5
(13)
2
(5)
4
(11)
1
(3)
1
(3)

Fall 2011
n=25
n
%
22
(58)
22
(58)
20
(53)
15
(39)
18
(47)
10
(26)
15
(39)
9
(24)
13
(34)
14
(37)
6
(16)
6
(16)
7
(18)
8
(21)
8
(21)
2
(5)
2
(5)
1
(3)

Total
n=63
n
%
48
(76)
43
(68)
38
(60)
35
(56)
35
(56)
28
(44)
28
(44)
23
(37)
24
(38)
21
(33)
18
(29)
15
(24)
13
(21)
13
(21)
10
(16)
6
(10)
3
(5)
2
(3)

Research Question #3 Functional Status Change (Measured by FIM)
Fifty-nine of the 63 participants had measurable average FIM score change because they had
forms with completed initial and discharge scores in at least one category. Of these, 28
participants showed no improvement and 31 showed improvement (Table 5). Cognitive
functioning categories, specifically memory, problem-solving, visual-perception-cognition and
executive function such as initiating and planning, showed the greatest improvements in FIM.
They had a FIM score improvement of at least .21, which changed for more than 15% of
participants. Balance/posture, strength and general transfers also showed FIM improvements of
.21, .12 and .16, respectively, for more than 10% of participants. Home management showed the
largest FIM score improvement of .35 for 12% of participants. Other FIM categories that
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changed for 10% or more of participants and had an average change of .10 or more were:
cognitive function-problem solving, vision-perception-cognition skills, executive functioninginitiating and planning sequencing, cognitive function-social interaction, strength, home
management, general transfers, and executive functioning-mental flexibility (Table 6). Results
showed a functional improvement in Healthy Seniors participants as evidenced by a statistically
significant change in pre and post intervention FIM scores of 0.0726 (t=5.469, df = 59, p <
0.005) (Table 7).
Table 5
Progress Measured by FIM

FIM Score Change
n=59
Min
-0.01
-0.05

Max
-0.05
0.00

0.00
0.05
0.10
0.15
0.20
0.25
0.30
0.35

0.05
0.10
0.15
0.20
0.25
0.30
0.35
0.40

Count
1
27

8
6
4
6
3
1
2
1

Percent
(2)
(46)

(14)
(10)
(7)
(10)
(5)
(2)
(3)
(2)

Total Change

No Average Change in FIM
n=28
48% of participants

Average Change in FIM
n=31
52% of participants

Note: -0.10 to -.05 signifies deterioration; -0.05 to 0.00 signifies no improvement and 0.00 to 0.40 signifies
improvement; percent represents the percent of clients (with at least one pair of before and after FIM scores) who
had an average FIM score change between the two values listed or between the Min and Max scores
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Table 6
Progress Measured In Specific Categories by FIM
Average FIM
Score
Improvement

# FIM
Scores
Changed

% of FIM
Scores
Changed

Cognitive Functioning – Memory
0.19
14
24%
Balance/Posture
0.21
13
22%
Cognitive Functioning - Problem Solving
0.28
11
19%
Vision-Perception-Cognition Skills
0.21
11
19%
Executive Functioning - Initiation & Planning Sequencing 0.23
10
17%
Cognitive Functioning - Social Interaction
0.08
9
15%
Strength
0.12
8
14%
Home Management
0.35
7
12%
General Transfer (chair/ wheelchair)
0.16
7
12%
Executive Functioning - Mental Flexibility
0.11
6
10%
Executive Functioning - Insight/Judgment
0.10
5
8%
Range of Motion
0.10
5
8%
Executive Functioning - Abstraction & concept formation 0.13
4
7%
Dressing - Lower Body
0.08
4
7%
Bathing - Lower Body
0.07
4
7%
Shower/Tub Transfer
0.06
3
5%
Toilet Transfer
0.06
3
5%
Ambulation/ Wheelchair Mobility
0.06
3
5%
Functional Communication – Expression
0.05
3
5%
Coordination – Etc
0.02
3
5%
Visual Spatial Processing - Track/Scan
0.07
2
3%
Ambulation Distance
0.06
2
3%
Dressing - Upper Body
0.04
2
3%
Hygiene/Grooming
0.04
2
3%
Sensation – Etc
0.04
2
3%
Sensation – Pressure
0.04
2
3%
Sensation – Stereognosis
0.04
2
3%
Sensation – Temperature
0.04
2
3%
Functional Communication – Comprehension
0.04
2
3%
Bed Mobility
0
2
3%
Visual Spatial Processing - Body Awareness
0.02
1
2%
Visual Spatial Processing - Spatial Integration
0.02
1
2%
Visual Spatial Processing - Visual acuity
0.02
1
2%
Self-Feeding
0.02
1
2%
Toileting - Bladder Hygiene
0
0
0%
Toileting - Bowel Hygiene
0
0
0%
Visual Spatial Processing - R/L Discrimination
0
0
0%
______________________________________________________________________________
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Table 7
Change in FIM Scores

n=59

M

SD

t(59)

p

95% CI

One Sample
t-test for FIM
mean

0.0726

0.102

5.469

0.0046

[0.046,0.0992]

Note: M= mean; SD = standard deviation; CI = confidence interval; ++ p < 0.01, one-tailed

Research Question #4: Significant Relationships between Participant Demographics and
Functional Status
When exploring possible relationships for the FIM’s average increase of 0.0726, we tested
multiple categorizations of the clients either by comparing means or by looking for correlations
at a 95% confidence interval. We compared over 20 different categories, including: gender, site
location, justification for treatment categories, level of reported independence, driving status, and
types of interventions used. Of these, only one was found to have a significant relationship to
the FIM score change. The two-tailed Pearson Correlation (n=8, r=0.798, p=0.018) showed the
only category with a positive relationship to change in FIM was the CarFit assessment.
Research Question #5: Participants’ overall satisfaction with the Healthy Seniors program
Through the analysis of SOAP notes, focus groups, telephone interviews and satisfaction surveys,
several key themes emerged. The central themes were the desire to remain active and improve health,
enjoyment of working with the occupational therapy students, and the Healthy Seniors program was too
short in length. The themes are illustrated through the use of personal quotes.
The first theme was, “remaining active and improving health”. This theme emerged from both the
SOAP notes and the focus groups. In the SOAP notes S portion, participants described their concerns
regarding cognition, balance issues and energy conservation. Many participants stated, “I want to work
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on balance because I am concerned about falling”. Several participants also reported that their goal in the
Healthy Seniors program was “to get information on how to live healthier” and to “improve physical
ability to complete tasks such as managing a household, driving, and walking to the store”.
The second theme was “enjoyment of working with the occupational therapy students”. This theme
emerged in all of the qualitative data collected. Several participants discussed positive benefits of
the education provided by the occupational therapy students. One participant stated, “I learned new
information regarding exercise, nutrition and managing my emotions due to my student teacher”. One
participant stated, “Keep doing your good work with the seniors”.
The third theme was “The Healthy Seniors program was too short in length”. This theme emerged in
both the telephone interviews and satisfaction surveys. In the telephone interviews, one participant stated,
“I don’t feel I’ve been in the program long enough, so I don’t feel any change”. In the satisfaction
surveys, another participant stated that his least favorite thing about the program was that it was too short.

Discussion and Limitations
Discussion
The qualitative and quantitative results helped identify the demographics of the people who
attended the Healthy Seniors program in 2011, what assessments and interventions were utilized,
amount and number of changes in functional status, program variables and functional change,
and participant satisfaction. There was a notable difference between the age of participants at
The Redwoods Seniors Living community and DUC. The Dominican seniors were six years
younger than The Redwoods seniors on average. This older age of participants at The Redwoods
might be accounted for by the fact that those participants live at an assisted living setting and
may have chosen to live there because they are older and therefore require occasional assistance.
The overall majority of participants at both sites of the Healthy Senior program were female
(73%), and each session contained more females than males. These findings suggest that the
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Healthy Seniors program should be more widely advertised in both locations in Marin County,
and some strategies could be implemented to engage more male participants in places such as
senior centers, gyms, golf courses, coffee shops, grocery stores and local shopping centers.
Because 89% of the Redwoods participants do not drive, increased emphasis on community
mobility and aging in place should be considered in most intervention plans. Many of the
participants live with others (71%). This finding can be used to facilitate pairing those with
higher functioning status with those with a lower functioning status, or a “buddy system” within
residences. The 29% who live alone were found at both sites, so extra attention to community
resources to decrease social isolation may be needed for those participants. In general,
participants receive balance and cognitive assessments and interventions. This finding may
indicate the general wellness needs of older adults lie in these areas.
Analysis of initial and discharge FIM scores showed that of the 59 clients for whom progress
was measurable, meaning both initial and discharge FIM scores were available in at least one
category, 31 showed improvement in functional status, which is the majority of the participants.
The other 28 participants did not decline in FIM scores, which means they stabilized. This
suggests that for the 28 who did not improve, the eight week duration of the Healthy Seniors
program may not have been long enough for them to see improvement in functional status.
Qualitative analysis of the satisfaction surveys, focus group and phone interviews revealed
participants benefitted from other parts of the program that were not detectable through FIM
scores, such as receiving information about how to improve balance, prevent falls and conserve
energy as well as the enjoyment of social participation in this community activity.
The majority of participants were very satisfied with the Healthy Seniors program.
Participants found working with their occupational therapy student very enjoyable. These results
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indicate that the Healthy Seniors program as designed is meeting the needs of participants. Upon
analyses of SOAP notes, the focus group, phone interviews and satisfaction surveys, there were
very few negative responses. One participant was unhappy when her student was absent during
Healthy Seniors. However, these few negative responses demonstrated that some participants
may have unreasonably high expectations that the Healthy Seniors program will “fix” all
underlying problems, which suggests that further explanation of the program may be needed
before participants engage in the program. One participant experience with a student being
absent highlights the importance of all students practicing professionalism, maintaining good
attendance and communication within the Healthy Seniors program.
Limitations
Several limitations exist for this research. The Healthy Seniors program is primarily a
service program to the community and a component of the Occupation of Adults and Seniors
curriculum at DUC and was not designed as a research study. This primary purpose accounts for
several uncontrolled variables in the data, such as varied participation rates and incomplete data
(see n=number of usable data on page 40).
The second limitation is that some of the assessments from the spring of 2011 were replaced
by other assessments in the fall of 2011, such as the Fall Risk Assessment. By providing a
consistent set of assessments and striving for full return of forms in the future, analysis could be
more thorough. Consistency in faculty was a third limitation as there was a change from fall to
spring 2011. Different styles of program leadership may have influenced results.
A fourth limitation is that with the exception of the Functional Independence Measure, the
rest of the assessments were conducted for each participant only once during the program, but
not again on discharge. More assessment data at participant completion in the future could help

49
determine whether improvements to the assessed areas have been made by individual clients.
Furthermore, expanding the types of assessments used to evaluate client function and exploring
alternatives to the FIM assessment may yield more significant results for clients participating in a
community program. Also, looking at a combination of program factors in future research
studies such as the impact of CarFit combined with some other program variables may yield
results that are less likely to be found by chance. Program changes that have been made since
this study include the use of the HELP assessment (Health Enhancement Lifestyle Profile) and
requirement for completing pre and post assessment scores with one cognitive and one falls
assessment may yield results that are more reliable and consistent with our participant needs in
the future.
Implications for Occupational Therapy
There are several occupational therapy implications related to this program evaluation. This
study validates that the Healthy Seniors program impacted the lives of the participants by
providing interventions and home programs to enhance their meaningful activities of daily living
and improve their environment by providing safety checklists and fall prevention tools. The
findings suggest that improved health, as well as remaining independent for as long as possible
are primary concerns of the participants. Occupational therapists and occupational therapy
students are well qualified to assess functional performance, plan interventions, and educate
older adults to facilitate improved health and independence. The result of the interventions by the
occupational therapy students in the Healthy Seniors Program was an increase in functional
status (as measured by the FIM) in the majority of the participants, indicating that this
community-based occupational therapy program had a positive impact on the lives of the
majority of the participants.
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Summary, Conclusion, and Recommendations
The purpose of this study was to complete a comprehensive program evaluation of the
Healthy Seniors program at Dominican University of California. The design of the study was a
non-experimental mixed-methods program evaluation using secondary data analysis and
information obtained from a focus group, phone interviews, and satisfaction surveys. The
subjects were 63 older adults over the age of 60 residing in Marin County who participated in the
Healthy Seniors program either at Dominican University of California or The Redwoods Senior
Living Community.
Program evaluation results indicate that the majority of participants were women between
the ages of 75-85. Balance and cognition are two of the main target areas for assessment and
intervention for the participants. The majority of the participants improved in functional status by
the end of the program, as measured using the FIM. Satisfaction with the program was expressed
by a majority of the participants. Possible changes to the program should include recruiting more
participants, especially men, through a wider range of advertising at suggested venues;
performing all assessments upon intake and discharge; using consistent assessment forms for all
semesters within the program; and giving a more thorough explanation to all incoming
participants regarding the program so that participants do not have unreasonably high
expectations.
Future research can expand upon the current research by obtaining data from future
Healthy Seniors programs on student’s engaged and experiential learning within Healthy
Seniors, their knowledge and comfort level both before and after participating in Healthy
Seniors, and their satisfaction with the overall experience. Additionally, research could be done
on other therapeutic components that could be added to the program such as aqua therapy at the
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Conlan pool, or at a community garden. Another component of future research would be to
follow up with participants after six months to see whether their functional status has improved,
stayed the same or declined, and whether they have adhered to their individualized home
program that was created by the students. Use of multidimensional assessment tools such as the
SF-36 Quality of Life Assessment can also be used to globally assess participants health-related
quality of life change after the program.
Research has shown that community-based wellness programs reduce falls, decrease
institutionalization, and increase social engagement in older adults (Matuska, Giles-Heinz, Flinn,
Neighbor & Bass-Haugen, 2003). This full program review of the Dominican Healthy Seniors
community-based wellness program provides support not only to the validity of communitybased wellness programs, but also specifically to this program as a valid and much needed
service to the community of participants.
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